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ABSTRACT
The present study contributes to a growing database demonstrating the efficacy of 
residential treatment care for individuals diagnosed with serious mental illness. This 
study is distinguished by its longitudinal collection of data at two-month intervals over an 
eight-month study duration. Nine individuals residing at a supportive residential care 
facility (Harvest Homes) were compared with 18 others receiving team-based outpatient 
case management mental health services (Prairie Harvest Foundation) over an eight- 
month period. Eighty-nine percent Prairie Harvest Foundation group and seventy-eight 
percent of the Harvest Home group were diagnosed with psychotic conditions. Six major 
dependent measure outcomes including level of symptomatology, psychosocial 
adjustment, life satisfaction, work success, and hospital recidivism rates were examined 
at two-month intervals over five recording periods.
Many different factors influence the assignment of treatment services to 
individuals presenting for mental health services around the nation, and the present 
design represented an uncontrolled quasi-experimental comparison of residential and 
team-based outpatient case management. The majority of participants in both groups 
identified positive aspects of treatment, and hospital recidivism rates were found to be 
low. Significant differences were not found between the two treatment groups on five of 
the six dependent measures. This occurred despite the significantly higher level of 
psychiatric symptoms observed among participants assigned to residential care.
vii
Residential care recipients seemed to show similar levels of quality of life, psychosocial 
adjustment, work success, hospital recidivism risk, and satisfaction with services as the 
team-based outpatients who were experiencing significantly lower levels of psychiatric 
symptomatology. However, these results should be interpreted with caution as sample 
size and small to medium effect sizes decreased the power of this study and may have 
contributed to the lack of significant results on five of the six dependent measures. There 
is a need for further examination of residential psychiatric care as a treatment modality.
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CHAPTER l
INTRODUCTION
The deinstitutionalization movement, which began in the 1960s, required that the 
typical treatment of individuals with serious mental illness (SMI) (i.e.. long-term 
inpatient treatment) be substantially decreased. This movement was based partly on the 
findings that long-term hospitalization was detrimental to patients (Hodgins & Gaston. 
1987). and also in large pan because of the extraordinary expense to the government for 
this type of treatment. In response to this movement, the National Institute of Mental 
Health (NIMH) defined deinstitutionalization as (a) the prevention of inappropriate 
mental hospital admissions, (b) the provision of community services, (c) the release of 
patients from mental hospitals after adequate preparation, and (d) the establishment and 
maintenance of mental health support services (Hodgins & Gaston. 1987). The 
deinstitutionalization movement required that alternative treatments to the traditional 
long-term inpatient treatment, which individuals with SMI typically received, be 
developed. As the NIMH specified, the alternative treatment approaches took the forms 
of community treatment programs (Hodgins & Gaston. 1987). Today, the most common 
alternative treatment approach is case management, although another alternative is 
residential treatment. There are a variety of formats and intensities for both of these types 
of treatments, which has lead to great heterogeneity across the United States (and the
world) in the treatment of individuals with SMI. Over the approximately 40 years since 
the deinstitutionalization movement began, one consistent theme has emerged from the 
research. If individuals with SMI (particularly schizophrenia) do not receive some form 
of continuous community treatment after being discharged from an inpatient facility, their 
chances of success in the community dramatically decrease (Hoult & Reynolds. 1984).
An operative, but unsupported, assumption in SMI research is that treatment 
resources are allocated on the basis of level of functioning and symptomatology. A 
corollary notion is that client prognosis is positively and strongly correlated with 
treatment resource allocation. In fact, neither premise could be established through the 
present review of the literature. Client assignment to treatment modality seems often 
arbitrary and more closely associated with extraneous factors such as geographical 
location and financial support than level of adaptive functioning. A number of studies 
have further suggested that client stability and psychosocial functioning are more strongly 
influenced by environmental than patient variables (Coumos. 1987: Dickerson. 1997: 
Okin. Borus. Baer. & Jones. 1995). For example. Okin and his colleagues (1995) found 
that distressed inpatients actually improved when transferred to community residential 
placements. The frequency of rehospitalization was no higher among these patients 
transferred to less costly and less extensive treatment serv ices. It was also shown in this 
study that perceived quality of life was unrelated to level of functioning and 
symptomatology. Involvement in mental health treatment in the community has 
historically been predictive of the long-term prognosis of regional residents suffering
0from mental illness (Gardos. Cole. & LaBrie. 1982: Hafner& Heiden. 1989: Hawthorne. 
Fals-Stewart & Lohr. 1994: Wherlev & Bisgaard. 1987).
The present study provides a quasi-experimental analysis of patient functioning 
and symptom stability over an eight-month period as a function of assignment to either 
individual case management (Northeast Human Service Center: NEHSC). team-based 
case management (Prairie Harvest Foundation; PHF). or residential care (Harvest Homes: 
HH). Outcome variables included client level of functioning and symptomatology, 
quality of life, employment stability, satisfaction with services, and hospital recidivism.
It was hypothesized that residential treatment would be associated with the most 
favorable outcomes, followed by team-based and individual-based outpatient case 
management. These anticipated findings were hypothesized to occur as a function of the 
independent living and continuity of support provided in residential care facilities.
Treatment Modalities 
Inpatient Treatment
Various lines of research have investigated w hether length of hospitalization is 
related to readmission rates with conflicting data being generated. Appleby. Desai. 
Luchins. Gibbons, and Hedeker (1993) reported that controlled investigations have found 
that the length of hospitalization is unrelated to readmission rates. However, 
epidemiological and large-scale studies have found the opposite results. To investigate 
this question. Appleby et al. (1993) conducted a retrospective study which utilized the 
discharge records of 1.300 patients that were randomly selected from 10 different state 
hospitals and tracked for 18 months. It was found that a shorter length of stay in a state
4hospital was significantly related to increased readmission rates at 30 days. 6 months. 1 
year, and 18 months. Although the differences in length of stay were statistically 
significant, the differences were small. Specifically, at 30 days there was a 5.6% 
difference in rates of readmission between patients discharged in fourteen or fewer days 
and those discharged after 30 or more days. At 6 months, there was a 8.4% difference 
between these groups, and at 1 year as well as 18 months, there was a 3.5% difference 
between these groups. Despite these small differences, the findings suggest that a subset 
of individuals are at risk of relapse as length o f stay decreases. This shorter relapse time 
may be due to shorter hospital stays: however, the design of the study conducted by 
Appleby et al. (1993) does not permit one to rule out the confounding effects of factors 
such as dual diagnoses, problem severity, or quality and/or quantity of outpatient 
services. Therefore, determining from this study if the readmission rates were due to 
shorter lengths of stay at a hospital, poor outpatient care, or other factors is difficult. It 
should be noted that Boyer et al. (1995) reported readmission rates that were similar to 
those in the Appleby et al. (1993) study. In this study, it was found that 12.5% of 
Medicaid patients with schizophrenia were readmitted within 30 days and 23% within 90 
days of discharge. However, once again, it is difficult to determine if these rates are due 
to the number of days spent in the hospital or to inadequate community treatment. In 
fact, this study reported that the number of patients who actually receive community 
treatment is notoriously low (i.e.. 26.6%). If this is indeed the case, it would appear that 
the deinstitutionalization movement is not living up to its proposed objectives. .As stated 
prev iously, one of the provisions of this movement was that when individuals were
5discharged from hospitals, they were to receive adequate community treatment.
Although no firm conclusions can be drawn from these two studies regarding the factors 
that increase or contribute to relapse, the Boyer et al. (1995) study did suggest that the 
number of individuals receiving community treatment is extremely low.
Gardos. Cole and LaBrie (1982) reported the results of a study, which began in 
1965. that investigated the issue of community treatment. This study originally began as 
a medication study of 120 individuals with chronic schizophrenia who had been 
hospitalized for at least two consecutive years. The subjects were randomly assigned to 
receive either a high dose of chlorpromazine. a low dose of chlorpromazine. "doctor's 
choice”, or placebo. In the later 1960s. a placement program was begun which resulted in 
most of the original subjects being placed in either nursing homes which provided 
custodial care, family care homes in which two to four patients lived with a family care 
parent who provided supervision and fulfilled the role of a surrogate mother, or landlord- 
supervised cooperative apartments. A small number of subjects lived independently or 
with their families. In 1977. follow-up assessments of 90 of the original subjects were 
conducted. The follow-up assessments consisted of the Psychiatrist's Global Rating of 
Illness Scale and the Global Assessment Scale (Endicott. Spitzer. Fleiss. & Cohen. 1976). 
Patients who refused the follow-up assessment appeared to be better adjusted (i.e.. higher 
Global Assessment Scale scores collected post-study) than those that did agree to the 
assessment. The follow-up assessment indicated, that in general, most of the subjects 
were still experiencing high levels of symptoms although there were differences in the 
intensity of symptoms based on where they were residing. Subjects remaining
6hospitalized were severely impaired, subjects living independently or in cooperative 
apartments were moderately to mildly impaired, and subjects living in nursing homes 
were manifesting intermediate levels of symptoms. In terms of psychosocial adjustment 
as measured by the Global Assessment Scale, subjects living independently or in 
cooperative apartments were functioning at a higher level than the other three groups (i.e.. 
nursing home, own family, family care). Specifically, subjects in the cooperative 
apartments were functioning at a moderate level, and those living independently 
evidenced only minimal impairment. Although this study can not be cited as evidence for 
the efficacy of cooperative apartments or lodgings due to the lack of randomization of the 
subjects to the different types of dwellings, it does suggest that individuals who received 
outpatient residential treatment during the early stages of deinstitutionalization fared 
much better than those who remained in the hospital.
Hoult and Reynolds (1984) conducted a well-designed study which specifically 
compared community treatment and hospital treatment. The sample consisted of 65 
individuals who had a diagnosis of schizophrenia. Thirty-three subjects were randomly 
assigned to community treatment, and 32 were randomly assigned to standard hospital 
care and aftercare (control group). The subjects were recruited upon arrival to a 
psychiatric hospital. If possible, subjects who were assigned to receive community 
treatment were not admitted to the hospital, and began receiving community treatment 
immediately. Community treatment involved both the subjects and their families in the 
development o f community management plans which consisted of medication, assistance 
with interpersonal and social problems, education about schizophrenia, a description of
7the community treatment program, and for the relatives, assistance with how to manage 
the subject's behavior and symptoms. Additional interventions that were provided by the 
community treatment team were 24-hour home visits as needed, training in proper 
personal hygiene, and training in the utilization of community facilities (e.g.. grocery 
stores, transportation). The treatment team, who had no prior experience with this type of 
community treatment, consisted of three psychiatric nurses, two social workers, one 
occupational therapist, one psychologist, and one part-time psychiatrist. All team 
members received 2-3 weeks of full-time training. The control group received an average 
of 3 weeks of inpatient treatment, which consisted of medication, contact with a social 
worker, large and small group discussions, arts, crafts, work, and sporting activities.
Upon discharge, most of the control group subjects were referred for aftercare to one of 
six community programs where they were assigned to a case manager who organized the 
subjects' follow-up treatment. Although these subjects had access to a variety of different 
serv ices, they had to take the initiative to receive these services. Additionally, the staff of 
these community programs was not available 24 hours each day if crisis intervention was 
needed. Full assessments were conducted by two independent research psychologists at 4 
and 12 months after the initiation of the study with partial assessments completed at 1 and 
8 months. The assessment battery included interviews of the subjects and their family 
members, structured questionnaires that were administered to the subjects and their 
families, the Present State Examination (Wing.. Cooper. & Sartorius. 1974). the Brief 
Psychiatric Rating Scale (Overall & Gorham. 1.962). and the Health Sickness Rating 
Scale (Luborsky. (1962). At 12-month follow-up. it was found that control subjects were
8significantly more likely to be readmitted to psychiatric hospitals and to stay for longer 
periods of time than were the experimental subjects. Specifically, all control subjects 
were hospitalized, with 68% being admitted two or more times for lengths of stay of 5 
weeks or longer. The majority of experimental subjects (68%) were not hospitalized, and 
only 10% w ere admitted two or more times with lengths of stay for 5 weeks or longer. 
When interviewed, both the subjects and their relatives reported that the community 
treatment was more beneficial than the traditional treatment, with relatives being even 
more satisfied with this type of treatment than the subjects themselves. In terms of 
clinical significance, it was found that although both groups improved over time, the 
control group was significantly more likely than the experimental group to manifest 
symptomatology that would warrant a diagnosis of psychosis, most often in the form of 
schizophrenia or paranoid psychosis. This study also found that the cost of the standard 
hospital care and after-care was 26% more expensive than the community treatment 
program. These results indicate that this community treatment program is an effective 
treatment model for reducing symptoms and psychiatric hospital admissions for many 
individuals with schizophrenia. However, due to a subset of experimental subjects 
receiving inpatient treatment, hospitalization may have been a contributing factor along 
with community treatment in a portion o f the experimental subjects manifesting lower 
levels of symptomatology as compared to the control group at the 12-month follow-up.
Outpatient Treatment
At this time, the type of community treatment program that individuals with 
serious mental illness are most likely to receive upon leaving a hospital is case
9management. According to Intagliata (1982). due to being organized at the federal, state, 
and local levels, the services provided by case management programs are not uniform 
across the United States. Despite this variability, the case management system was 
developed to perform five functions which include assessment of client need, 
development of a comprehensive service plan, arrangement of services to be delivered, 
monitoring and assessment of the services that are delivered, and evaluation and follow­
up. Some specific functions of case managers include being aware of the comprehensive 
needs of their clients, linking clients to services, and monitoring the services being 
provided. In addition, case managers also often provide crisis interv ention and assist 
their clients with simple life activities and practical daily problems (e.g.. encouraging 
proper personal hygiene, preparing shopping lists, and providing transportation).
All individuals who are discharged from a hospital should receive community 
services. Unfortunately, this appears to be an ideal rather than a reality. According to 
Boyer et al. (1995). who investigated 53 inpatient units in general hospitals, only 77% of 
these hospitals discharged individuals with an outpatient appointment, and 23% 
discharged individuals only with instructions to contact an outpatient treatment provider. 
It is also reported that of the hospitals that do schedule outpatient appointments, 
providing the individual with a reminder of his/her scheduled appointment is very 
unlikely. In addition, only 45% of these hospitals provide the individual with an 
opportunity to have contact with his/her outpatient provider prior to discharge. Although 
the numbers may certainly be different for psychiatric hospitals, these figures are 
nevertheless disturbing. Since it is known that individuals who do not receive or do not
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continuously receive community treatment have a poor chance of remaining in the 
community (Hoult & Reynolds. 1984). and it is known that case managers are called 
upon to assist clients with basic living skills, it would seem reasonable to expect a fairly 
high rate of readmission if connection with outpatient services is not occurring when 
individuals are discharged from hospitals. In fact. Bigelow and Young (cited in Fisher. 
Landis. & Clark. 1988) found that individuals who received case management maintained 
or improved their quality of life and had a lower hospital readmission rate as compared to 
individuals who did not have case management or had to find these services on their own.
Despite the problems that are associated with the case management system (e.g.. 
lack of uniformity, referral problems), a number of studies have investigated its 
effectiveness for those individuals w ho do receive this form of treatment. Two forms of 
case management have been studied (individual-based case management and team-based 
case management). Individual-based case management occurs when one person (the case 
manager) provides the case management services for the client. Team-based case 
management refers to a number of people working as a team to provide serv ices for the 
client.
Individual-Based Case Management
Three different research teams have investigated the effectiveness of individual- 
based case management. Fisher et al. (1988) conducted a study to determine if case 
management services were related to increased psychological and/or adaptive functioning 
for individuals who were labeled by the state of Mississippi as "chronically mentally ill." 
The investigators were also interested in ascertaining which services were necessary' to
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produce a positive change. The investigators analyzed the data files of 1214 clients (most 
of whom were diagnosed with schizophrenia), w ho had received case management for at 
least 6 months and had at least one reassessment. It was found that the services that case 
managers provided included advocacy (10%). referral (13%). transportation (15%). 
intake/assessment (26%). and monitoring (36%). The results of a multiple regression 
analysis indicated that monitoring service was a significant predictor of increased 
functioning and decreased problem number and severity. Additionally, transportation 
service was a significant predictor of increased functioning and decreased problem 
number. Finally, the services that the case managers provided either separately or in 
combination accounted for only a small amount of variance as explained by the 
regression analysis. Therefore, the authors discuss the difficulty of determining from this 
study what is additionally contributing to client change beyond the small amount of 
variance that was accounted for by the specified case management services.
Homstra. Bruce-Wolfe. Sagduyu. and Riffle (1993) were interested in 
determining if the length of time that clients receive intensive case management or 
minimal case management affects hospital admission rates and/or number of days spent 
in a hospital. To test this, the investigators analyzed the data obtained from 112 
individuals with schizophrenia receiving intensive case management and an additional 
112 matched individuals with schizophrenia who were receiving minimal case 
management. The time intervals that were analyzed included 1 to 6 months. 7 to 12 
months. 13 to 18 months, and 19 to 24 months and were based on the length of time that 
either of the two services were utilized by the clients. In this study, intensive case
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management consisted of home visits, encouraging participation in vocational 
rehabilitation and educational programs, locating housing, food, clothing, and benefits, 
and if needed accompanying clients to obtain medication or inpatient services. Minimal 
case management consisted of the case managers providing similar services as the 
intensive case management but at a much less intensive level. These case managers had 
caseload of approximately 100 clients, whereas the intensive treatment case managers had 
caseloads of approximately 30 clients. As expected, it was found that the clients that 
received the intensive case management received more services as compared to those 
clients who received minimal case management. In terms of hospitalizations, the mean 
number of hospitalizations that the intensive case management clients received was .38 
with an average of 3.6 days spent in the hospital. For the minimal case management 
group, the mean number of hospitalizations was .55 with an average of 6.11 days of 
inpatient treatment. Significant differences were not found between the groups for 
number of hospitalizations or the number of days spent in the hospital. These results 
would suggest that intensive case management is no more effective than minimal case 
management for individuals with schizophrenia despite the frequency and duration of 
inpatient services being less for the intensive case management clients as compared to the 
minimal case management clients.
McClary. Lubin. Evans. Watt, and Lebedun (1989) used a pre-post test design to 
examine the effectiveness of intensive case management for 64 young (ages 20 to 35) 
adults who were diagnosed with chronic schizophrenia. Each client received an 
assessment on six occasions (three prior to admission to the program and three after
13
admission to the program). Measures included readmission rates, hospital stay rates, 
percent of medical appointments kept, number of contact hours, number of referrals, and 
the Multiple Affect Adjective Check List (Zuckerman & Lubin. 1985) which is a measure 
of self-reported anxiety, depression, hostility, and positive affect. It was found that after 
the case management program was implemented, clients significantly decreased their 
number of hospitalizations and number of days spent in the hospital, increased the 
amount of appointments attended, and there was an increase in the number of social 
service agencies to which the clients were referred. In addition, there was a trend for an 
increase in positive affect and a decrease in dysphoria as measured by the Multiple Affect 
Adjective Check List.
The contradictory results that were obtained from the aforementioned studies are 
quite consistent with the reports of similar investigations within this area. For example, 
in a review of a number of community-based treatment studies conducted by Olfson 
(cited in Homstra et al.. 1993). it was found that the community-based programs were 
associated with hospital readmission rates if the clients had a high level of pre-morbid 
functioning, and utilized crisis intervention services and residential services. Jerrell and 
Hu as well as Goering et al. (cited in Homstra et al.. 1993) found that there were no 
statistically significant differences between the case management and traditional aftercare 
groups. Specifically. Jerrell and Hu (1989) found that after two years, the intensive case 
management group utilized more outpatient serv ices and had lower hospital and 
residential utilization than did the traditional aftercare group: however, these differences 
were not significant. Goering et al. (1988) found that there was not a significant decrease
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in hospital admissions for the intensive case management group when compared to the 
traditional aftercare group. Finally. Bush et al. (cited in Homstra et aL 1993) found that 
after one year of receiving either intensive case management or minimal case 
management the intensive case management group spent fewer days in the hospital, and 
both groups had fewer hospital admissions as compared to the previous year. Based on 
the results obtained from the previously mentioned studies, it would appear that 
additional well-controlled studies need to be conducted in this area to determine if 
individual-based case management is an effective treatment strategy for individuals with 
serious mental illness. In addition, if this type of community treatment is found to be 
effective in subsequent well-designed investigations, it would be beneficial to determine 
the characteristics of the clients who would benefit the most from this type of treatment. 
Team-Based Case Management
Although no firm conclusions can be drawn from the individual-based case 
management research, the team-based case management research has generally produced 
more positive results. Stein and Test (cited in Homstra et al.. 1993) developed, 
implemented, and tested one of the first team-based case management treatments. The 
treatment program which was developed included basic needs skill training, crisis 
intervention, and helped clients obtain food, shelter, clothing, and medical care, as well as 
encouraged vocational and recreational activities. To test this model, clients were 
randomly assigned to receive either team-based case management or hospital care 
followed by outpatient treatment services when they presented for treatment at a hospital. 
At one-year follow-up. it was found that the case management clients spent less time in
15
hospitals than did the comparison group. There are two problems with this study, 
however. One is that the group that was studied was not a homogeneous group as only 
approximately 50% of the sample was diagnosed with schizophrenia. A second problem 
is that more clients in the case management group were prescribed medication than were 
clients in the comparison group.
A well-designed study was conducted by Aberg-Wistedt. Cressell. Lidberg. 
Liljenberg. and Osby (1995) in Sweden. These investigators randomly assigned 20 
inpatient and 20 outpatient clients, who had either schizophrenia or a psychotic disorder 
which was within the spectrum of the Diagnostic and Statistical Manual of Mental 
Disorders third edition, revised (DSM-lll-R: 1987) schizophrenic disorders, to receive 
either intensive case management or standard psychiatric services. Intensive case 
management consisted of a team of four (a psychiatrist or psychologist, a psychiatric 
social worker, a social services officer, and a psychiatric nurse or nurse assistant), who 
developed a treatment plan according to each patient's assessment of his/her own needs 
with each team having a maximum of ten cases. These plans could include, but were not 
limited to. skill training and instruction in critical life tasks, education about the disorder, 
and crisis intervention. In addition, each client received four hours of one-on-one time 
with a contact person each week. Regular team meetings were held, and the clients were 
encouraged to attend and participate in their proceedings. The clients who received the 
standard psychiatric sendees had access to most of the services that were provided to the 
intensive case management group. The sendees that were not provided to this group 
included not being given a voice in the formulation of treatment plans, not being able to
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attend team meetings, and not receiving one-on-one time each week with a contact 
person. In addition, the standard psychiatric services team consisted of 10 to 15 
individuals and had responsibility for more than 100 clients. At two-year follow-up. it 
was found that the clients who received the intensive case management as compared to 
the standard psychiatric services group had an increase in their quality of life as measured 
by a 100-item self-report instrument, which was not specifically named within the study. 
The case management group also had a significant decrease in number of emergency 
visits at two-year follow-up. whereas the standard treatment group did not. No 
significant differences were found between the groups on the number of days spent in a 
hospital, the social network of the client, or reports by relatives of overall burden of care. 
These results point to the possibility that a client with schizophrenia may need a wide 
range of serv ices depending on the particular problems s/he may be experiencing at a 
given time. Despite the lack of differences between groups on the number of days 
hospitalized, social network, and family burden of care for the clients, it was found that 
quality of life was improved for clients who received case management. However, this 
study was conducted in Sweden, which could possibly limit the generalizability of the 
results. Therefore, similar studies should be conducted in the United States before it is 
concluded that the results are applicable to individuals with schizophrenia who live in the 
United States.
Chandler. Meisel. Hu. McGowen. and Madison (1996) investigated two integrated 
service agency (ISA) programs. In the ISA model, a team along with program specialists 
had caseloads of ten clients. The clients received rehabilitation services and were
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encouraged along with their families to participate in the development of their specific 
programs. Participants with a diagnosis of schizophrenia, bipolar disorder, or both, were 
randomly assigned to either the ISA treatment or a comparison group in Long Beach or 
Stanislaus County. CA. The comparison group received the traditional outpatient 
treatment that is provided in each of the two locations: however, this group did not 
receive extensive case management, vocational services, or rehabilitative services. In 
Long Beach. 102 clients and 108 clients were randomly assigned to the ISA and 
comparison groups, respectively. In Stanislaus County. 115 clients and 114 clients were 
randomly assigned to the ISA and comparison groups, respectively. At 3-year follow-up. 
the two groups in Long Beach did not differ in rates of readmission, although the 
comparison group spent more days in the hospital and cost of inpatient treatment for this 
group was higher as compared to the ISA group. In Stanislaus County, the rates of 
readmission to a hospital during the follow-up periods of year 1 and year 2 were 
significantly higher for the ISA groups, but at the 3-year follow-up no significant 
differences were found between the groups. In addition, the two groups did not differ in 
the number of days spent in the hospital or the costs of hospitalization over the three 
years. In both locations, the ISA group had a higher rate of trying employment, had a 
more limited support network, and engaged in more solitary activities than did the 
comparison group. In Long Beach, the families of both the ISA and comparison groups 
reported behavior, health, or stress burdens, whereas in Stanislaus County, the families of 
the ISA groups reported significantly less behavior burden, lost work and leisure time, 
and burden due to assistance with daily living as compared to the comparison group.
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Finally, in both locations, the families of the ISA group were more optimistic and 
positive about the client's future, and both the families and the clients had a higher 
satisfaction with services as compared with the comparison group. The results of this 
study were therefore mixed in terms of the effectiveness of the ISA programs. There 
were many differences in outcome between the Long Beach and Stanislaus County 
locations for the two groups. This is suggestive of differences in the manner in which the 
program was implemented across these two locations. However, despite the numerous 
differences that were reported between these two locations, positive outcomes were also 
reported that were consistent between these locations. In both locations, clients of the 
ISA group reported greater satisfaction with services and more optimism about their 
future at the one. two. and three-year follow-ups. The families of the ISA group at both 
locations were interviewed at the one-year follow-up only and also reported greater 
satisfaction w ith services and more optimism regarding the future of their family- 
members. Therefore, it appears that the ISA group perceived an increase in their quality 
of life as compared to the comparison group.
Sands and Cnaan (1994) conducted a retrospective study, which compared 
Community Treatment Teams (CTT) and Intensive Case Management Teams (ICMT). 
w hich are tw o different forms o f community case management treatment for individuals 
w ho have been discharged from hospitals. The sample (the majority of which had 
diagnoses of schizophrenia) consisted of 30 clients who were randomly selected from the 
CTT active files, and 30 clients that were selected from the active files o f the ICMT 
program. Random selection was impossible for the ICMT clients, because the
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individuals who did not meet the CTT criteria (i.e.. selection based on historical data) 
were automatically referred to the ICMT program. The ICMT clients were matched with 
the CTT clients with respect to age. sex. race, and psychiatric diagnosis. Inadequate data 
prevented the researchers from matching the clients on lifetime years of psychiatric 
hospitalization. The CTT team consisted of seven members (a team leader, three case 
managers, and three case manager technicians). Consultations with psychiatrists, nurses, 
and resource specialists occurred routinely. The CTT team caseload consisted of 
approximately 35 clients with daily team meetings. The CTT treatment was proactive 
and preventive, clients were seen daily or at a minimum biweekly, and assistance was 
available 24 hours a day as needed for such things as home visits or emergencies. The 
ICMT individual case managers were responsible for monitoring approximately 20 cases 
with assistance provided by the team. Psychiatric and auxiliary services were not 
incorporated as part of the team but w ere obtained through referral. In addition, a team 
meeting occurred once or twice per week. Individuals who received this form of 
treatment met with their case managers biweekly, and also had access to 24-hour 
assistance. At one-year follow-up. it was found that the CTT program provided more 
face-to-face contacts, nursing services, and follow-up as compared to the ICMT program. 
In addition, it was found that the CTT clients participated in day treatment and vocational 
rehabilitation more frequently than clients in the ICMT program. However, the clients 
that received the ICMT program saw a psychiatrist more frequently and were more likely 
to be living independently in the community or with family or friends. The CTT 
individuals all lived in supportive residences. This was to be expected, since the
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individuals in ihe CTT group had to be functioning at a lower level than the ICMT group 
just to be placed in that group. In terms of outcome, no differences were found between 
the two groups for rates of rehospitalization, monthly income, substance abuse, or 
contacts with friends and family. Significant differences between the groups were found 
on the Global Assessment of Functioning (GAP), with the CTT clients functioning at a 
higher level than ICMT clients. In addition, a significant difference between the groups 
was found for consistent medication administration with the CTT clients taking their 
medication consistently 100% of the time as compared to ICMT clients who took their 
medications consistently 79.3% of the lime. As with the previous studies that were 
reviewed, this study did not find significant differences on a number of measures. 
However, one important difference that was reported was the CTT clients functioning at a 
significantly higher level than the ICMT clients despite the lower functioning level of 
these clients at the beginning of this study. These results would suggest that the CCT 
program was more beneficial than the ICMT program. However, the supportive 
residences of the CCT clients may have contributed to the higher functioning that was 
seen in these clients. Therefore, increased support in the community may be beneficial 
not only for lower functioning clients but also for clients who are functioning at higher 
levels, as in this study the lower functioning clients ultimately surpassed the clients who 
were at the inception of this study thought to be functioning at a much higher level.
One study that did not produce results that favored the team-based case 
management treatment approach was a study conducted by Curtis. Millman. Struening. 
and D'Ercole (1992) in Harlem. New York. Clients who were being discharged from the
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Harlem Hospital Center were asked to participate in this study if they lived in Manhattan, 
were between the ages of 18 and 54. did not have a primary diagnosis of substance abuse 
or organic mental disorder, and met the criteria for the Community Support System 
(CSS) program which provides case management and other rehabilitative services. One 
hundred and forty-three, predominately African-American clients of low socioeconomic 
status were recruited for this study. The clients were randomly assigned to either 
intensive outreach case management. CSS. or a control group. The intensive case 
management group consisted of a team of seven to nine people (1-2 psychiatrist(s). one 
social work supervisor, three case managers, one physician assistant, and 1-2 drivers). 
This team monitored the clients' mental and physical health problems, family and 
housing problems, and use of social services. Additionally, home visits were made once 
per week for the first month with a home visit occurring once per month thereafter if 
necessary, telephone contacts were made once weekly with mailgrams being sent to the 
client if contact was not made, and team meetings were held weekly. As noted earlier, 
the CSS team provided case management and other rehabilitative services. The control 
group received routine aftercare but did not receive case management services. At a 35- 
month follow-up. it was found that the case management group had significantly more 
hospital readmissions than did the control group, and the CSS group had significantly 
more hospital readmissions than did the control group, but no difference was found 
between the case management group and the CSS group. In addition, it was found that 
the case management group reduced its utilization of the team’s services from 68.7% to 
36.7% over a 3-year period. Finally, it was reported that the intensive case management
group was more expensive to operate than were the other two groups. The results of this 
study would indicate that case management is not an effective treatment for this 
population. Even so. a number of methodological problems of the study should be taken 
into consideration when interpreting these results. One problem is that the treatments that 
each group received were not adequately described, which leads to the question of 
whether the case management and the CSS groups were being provided very similar 
treatments. Additionally, the level of symtomatoiogy and functioning were not assessed 
or controlled for in this study. Even with these problems, this study does provide some 
insight into what outpatient treatment practices may be most beneficial for African- 
American individuals. This is an extremely under-researched area. In fact, the majority 
of subjects that were included in the previously described studies were Caucasians. 
Therefore, more studies need to be conducted that investigate the effectiveness of various 
forms of outpatient treatments for individuals of minority status.
Overall, the results of the investigations into team-based case management 
community treatment have supported its usefulness for individuals with SMI. 
Nevertheless, additional well-designed studies are needed with particular attention being 
focused on which types of individuals with SMI benefit the most from this type of 
treatment. None of the aforementioned studies controlled for level of symtomatoiogy or 
functioning. Both of these variables could very w ell impact the effectiveness of this form 
of treatment. From these studies, it appears that clients who had better outcomes in the 
community also received the most comprehensive and continuous forms of community 
treatment. In some cases, clients received case management while also receiving
residential treatment. In these studies, it would be very difficult if not impossible to 
determine if the positive outcomes are due to the case management services, the 
residential treatment, or a combination of both treatments.
Residential Treatment
Although residential treatments vary in intensity and emphasis on transition out of 
supportive residences, most residential programs place an emphasis on psychosocial 
interventions which are designed to assist individuals with SMI in learning daily living 
skills, social skills, and coping strategies in the least restrictive environment possible to 
enable these individuals to be able to attain higher levels of functioning and decrease 
readmissions to hospitals. A number of studies have been conducted to determine if this 
form of treatment is effective with individuals with SMI. The majority of studies have 
reported positive results.
One such study was conducted by McCarthy and Nelson (1991). In this study, 
seven different residential programs in the Ontario. Canada area were evaluated.
Although all of the programs had similar admission criteria, they differed in client 
composition (coed versus non-coed), number of clients served (8 to 12). services 
provided (i.e.. staff support ranged from once per week to 24 hours each day), and length 
of stay (permanent versus transitional). All of the programs focused on increasing the 
clients' living skills to promote greater independence. In relation to this overall goal, the 
clients were encouraged to engage in activities with other clients and to follow their 
individual program plans. The subjects included 34 clients who had been receiving 
residential services for at least 5 months. All of the clients had a psychiatric diagnosis
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(most often schizophrenia, bipolar disorder, or major depressive disorder). This study 
found that after receiving residential services for at least 5 months, the clients' personal 
empowerment (i.e.. level independent functioning) and instrumental role involvement 
(i.e.. vocational and educational involvement) were significantly improved. Further, after 
receiving residential care for l year, the number of days hospitalized decreased as 
compared to 1 year and 2 years prior to entering the residential setting. It was also found 
that increased staff control lead to decreases in the clients' personal empowerment and 
satisfaction with both their privacy and the facility. In addition, clients were most 
satisfied with staff who were democratic in decision-making rather than authoritarian or 
permissive. Shared control between the staff and the clients was associated with higher 
satisfaction with the facility, privacy, and decision-making as compared to complete 
resident control which was associated with lower satisfaction with decision-making and 
personal empowerment. These results suggest that clients who have high levels of social 
support and are permitted to participate in decision-making have higher levels of personal 
empowerment and quality of life. Despite the encouraging results that this study has 
provided, some problems within this study should be considered when interpreting these 
results. Some of these problems include no comparison group, rater bias (i.e.. measures 
were completed retrospectively). large variability between the residences on a number of 
variables (listed previously), and small sample size.
Hawthorne. Fals-Stewart. and Lohr (1994) conducted a retrospective investigation 
of two residential treatment facilities (Casa Pacifica and Chrysalis Center, both located in 
California) that provided a supportive psychosocial therapeutic milieu for individuals
25
with chronic psychiatric problems. The services that these facilities provided included 
training in daily living skills, social skills, problem solving, stress reduction, a 12-step 
substance abuse program, and educational and recreational activities. In addition, before 
leaving either of these residences to live independently, each client had to progress 
successfully through four increasingly demanding phases of the treatment. Emphasis w as 
placed on continuity of care: therefore, even clients who had successfully completed the 
program were encouraged to take advantage of the 24-hour services provided by this 
program if a need arose. The participants included 104 clients who had been discharged 
from the facilities for a one-year period and for whom the data was complete. The 
sample included clients with DSM-1II-R (1987) diagnoses of schizophrenia, major 
depressive disorder, bipolar disorder, schizoaffective disorder, and other disorders. At 
one-year follow-up. it was found that the number of hospital and crisis admissions and 
number of days of inpatient treatment were significantly decreased as compared to the 
two years prior to receiving residential services. There was a significant increase in 
employment, independent living, and general functioning at one-year follow-up. In 
addition, there was a significant decrease in homelessness for the sample at one-year 
follow-up. Finally, no relationship was found between length of stay in the residential 
program and subsequent outcome. Overall, the results of this study were extremely 
favorable and indicate that the program achieved its goals.
Dickey. Cannon. McGuire, and Gudeman (1986) investigated the effectiveness of 
a quarterway house that was located on a psychiatric hospital grounds for individuals 
with early onset, chronic schizophrenia. This residential facility was designed to serve as
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an intermediate care facility in which clients had access to staff 24-hours per day and 
were involved in a psychosocial program. The clients were randomly sampled from a 
pool of 22 eligible clients, resulting in 13 clients receiving quarterway house treatment 
and nine clients receiving inpatient treatment (control group). All clients were eligible 
for placement in less restrictive settings based on periodic psychiatric assessments during 
the two-year study period. Additionally, all of the clients exhibited asocial or antisocial 
behavior. A baseline assessment and a 2-year follow-up assessment were conducted by a 
researcher who was blind to the group assignment of the participants. A cost analysis 
was conducted and found that the inpatient treatment was more expensive than the 
quarterway house treatment. It was also found that the control clients had a higher 
number of inpatient treatment days as compared to the quarterway house clients. No 
differences were found between the groups at baseline on symptomatology or problem 
behaviors. It was also found that the quarterway house clients had more contact with 
their family and friends than did the control group. Despite the small sample size, 
outcome was as good if not better for the experimental group as compared to the control 
group. Since the sample consisted of clients who had severe problems, this study 
provides preliminary support for the belief that with the proper support (i.e.. residential 
treatment) many of the individuals that would have previously or are currently receiving 
inpatient treatment could function adequately in residential settings.
Faulkner. McFarland. Larch. Harris, and Yohe (1986) reported the results of a 
program that was initiated in 1965 in the state of Arkansas. In 1965. clients who were 
receiving inpatient treatment on a unit that was created through the Hospital Improvement
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Program (HIP) were placed into groups and received treatment that was based on the 
Fairweather technique (Fairweather. 1969). Specifically, these groups of clients were 
expected to live and work together within the HIP unit achieving increasingly more 
responsibilities before they were discharged as a group into the community. Within 6 
months. 40 of the 60 clients were functioning at a level such that community placement 
with employment was possible. Hot Springs was chosen as the town for community- 
placement because its businesses were very receptive to employing the clients. Once in 
the community, the clients continued to receive daily contact from a psychiatric 
technician, received medication monitoring from a psychiatrist, and were encouraged to 
utilize general community resources while avoiding community resources that were 
developed to serve only individuals with mental disabilities. After two years, the HIP 
unit was discontinued due to lack of clients w ho met the criteria to receive this form of 
treatment. As a result, as individual clients within the community groups moved on to 
more independent living conditions or alternatively into more restrictive conditions, 
individual inpatients were placed into the community groups without the benefit of 
previous HIP unit training. As a result, these clients tended to take longer to adjust to this 
type of living arrangement. From 1965 to 1980. approximately 550 clients had been 
treated with this small group work therapy program, and at that time. 9 groups with a 
total o f 83 clients were currently receiving treatment. In terms of the cost, it was found 
that the daily cost of the small group work program, other outpatient services, a state 
hospital, and an intermediate care facility was 58.80. S3.30. S100. and $140 per client, 
respectively. These results indicated that the small group work therapy treatment was
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less expensive than two of the other service arrangements. This study originally began 
with 130 clients who had diagnoses of schizophrenia, mental retardation, bipolar disorder, 
or organic brain syndrome. Of this original sample. 76 were discharged from the 
community homes with 42 clients from this group moving on to live either independently 
or with their families, and 26 clients from this group were placed in a state hospital or 
nursing homes. Clients w ho were younger and had more education had an increased 
likelihood of moving to more independent living situations. The mean length of stay in 
the small group work program for all of the clients in the original group was 
approximately 7 years. In general, the rates of hospitalization decreased for individuals 
who participated in the small group work program, although it was indicated that the 
clients w ho were placed in more independent settings after discharge from the program 
had a higher decrease in hospitalizations. Alternatively, the clients who were placed in 
more restrictive settings after being in the program evidenced about the same rates of 
hospitalization as they had prior to participation in the program. O f the 50 clients w ho 
remained in the program. 60% were employed, approximately 63% could perform 
housekeeping at moderate levels, and 38% could adequately manage their own money. 
According to this report, the small group work therapy program was beneficial for the 
majority of clients in a number of areas. The majority of clients were either able to move 
to more independent living arrangements or remained in the program. This study lends 
further credibility to the notion that long-term inpatient treatment may not be necessary 
for most individuals if adequate services are provided in the community. Problems with 
this study included a lack of a comparison group and a lack of subject randomization.
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Despite these problems, this study provides support for the use of community programs.
In addition, it can be seen from these results that community treatment is an ongoing 
process that does not occur overnight. In fact, to see improvements in functioning, some 
clients may need to remain in residential treatment settings for a number of years. How 
long a client would need to receive the more intensive services would seem to be related 
to his/her level of functioning and level of symptomatology. Although some clients need 
to receive residential treatment for a number of years, this type of treatment is usually 
preferred to hospitalization because it is less expensive, teaches independent living skills, 
and is less restrictive.
Wherley and Bisgaard (1987) conducted a study to evaluate the effectiveness of 
19 residential programs within Hennepin County. Minnesota. Broadly speaking, these 
residential programs, which ranged in size from 8 to 50 beds and have 24-hour staffing, 
provided medication monitoring and psychosocial rehabilitation training which 
encompassed a wide range of treatment approaches. The treatment approaches included 
behavioral, rational-cognitive, bioenergetic. and psychodynamic components. Individual 
treatment plans were conjointly developed by the client and his/her interdisciplinary- 
team. Although independent functioning was the main objective, the length of stay 
varied depending on the needs of the individual clients. These programs varied in 
intensity (intensive, transitional, or supportive). The intensive programs had a 1:5 staff to 
client ratio and provided the clients with treatment for acute symptomatology and 
behavioral problems. The average length of stay was 8.3 months. Clients that received 
this type of residential treatment were young with an early onset of illness, and had
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histories of physical or sexual abuse, chemical abuse problems, recent suicide attempts 
and assaultive behavior, and had little or no experience with independent living or 
employment. The transitional programs had a 1:10 staff to client ratio and provided 
assistance to the clients in obtaining community services. This program served clients 
that were functioning at a higher level than the other two programs. The average length 
of stay was 4.8 months. The supportive program had a 1:10 staff to client ratio, provided 
services to lower functioning clients in a long-term fashion. These clients were more 
likely to be older, to have a diagnosis of schizophrenia, and to have spent five or more 
years in an institution. The average length of stay was 10.3 months. The total sample for 
this study was 596 with 27% receiving intensive treatment. 30% receiving transitional 
treatment, and 43% receiving supportive treatment. The primary diagnoses of the sample 
included schizophrenia, affective disorder, and major personality disorder. The data that 
was compiled originated from the Hennepin County aggregate reporting system and 
therefore does not represent a single cohort of clients. It was found that vocational 
activity of the total sample was 18.1% at admission. 35.5% at discharge, and 47.7% at 6- 
month follow-up. The transitional group showed the highest increases in vocational 
activities: however, the supportive group evidenced the highest proportional increases 
from baseline in vocational activities despite having the lowest percentage of clients 
involved in vocational activities. Independent living was attained by the majority of 
discharged clients, with the intensive group having the highest rates of independent 
living, and the supportive group having the lowest rates of independent living. Days of 
hospitalization decreased by 91% for the sample as a whole while the clients received
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treatment (from a mean of 5.6 days to .5 days), and increased to 4.2 days at 6-month 
follow-up: however, this hospitalization duration still represents a 25% decrease from 
pretreatment. Clients in the intensive treatment spent the greatest number of days 
hospitalized pretreatment, during treatment and post-treatment. Clients in the supportive 
program showed the greatest proportional reduction of days of hospitalization, and clients 
in the transitional program showed the greatest reduction at 6-month follow-up. In terms 
of costs, both the transitional and the intensive programs were less expensive than 
hospitalization, but the supportive program was found to be more expensive than 
hospitalization. These results indicate that all three programs decreased the number of 
days hospitalized and increased the community functioning of the clients that were 
served. Problems with this study include a lack of random assignment and heterogeneity 
of groups.
A similar study was conducted in Finland by Anttinen. Jokinen. and Ojanen 
(1985). Over the course of 14 years. Finland developed 260 community facilities, which 
assist clients in improving their functioning through therapeutic communities. The 
programs are designed so that the staff and clients view each other as equals, and the 
clients' individual treatment plans are also developed and modified with client input.
Only 29 staff are employed for the entire 260 programs as the clients are responsible for 
these facilities during the evenings, nights, and weekends. In addition, vocational 
training is provided, and a friendship society of approximately 80 individuals exists to 
support the clients and their activities. The facilities within this system include six 
rehabilitation homes, six small homes. 19 supported lodgings and residences, two day
care homes, one sheltered workshop, and one preventative rehabilitation home. At 
admission, the client is placed in the facility that best fits his/her needs at the time. Once 
admitted into the program, the clients are expected to move progressively from more 
restrictive facilities to less restrictive facilities until they attain the level of functioning 
needed to live independently in the community. Two follow-up studies of approximately 
5 years each were conducted, one from the beginning of the program (early 1970s) and 
the other from the late 1970s. The results from the first follow-up included 201 clients 
that had received extensive hospitalization (52% for more than 10 years and 65% for 
more than 5 years). It was found that 50% of the clients were able to attain small house 
living or supported lodging/residence. 16% were only able to attain living in the 
rehabilitation home, and 25% returned to a hospital. The second follow-up study 
included a sample of 134 clients and found that 20% were readmitted to a hospital and 
45% were able to move back home with their families or live in their own home 
independently. Although this study had methodological problems that were similar to the 
previously described studies, this approach seems very promising as hospital readmission 
rates were low for a population that had previously needed extensive hospitalization. 
However to this author's knowledge, this approach has never been implemented in the 
United States.
Although methodological problems were present in all of the previously described 
studies, they provide preliminary evidence that residential programs are effective 
treatments for individuals with SMI. Residential treatments have been shown to decrease 
the number o f times individuals have to be hospitalized and the number of days of
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hospitalization when they are hospitalized. In addition, these programs are not only more 
cost effective than hospitalization but have also been shown to be effective in increasing 
clients' functioning so that independent living can be achieved.
Overall, it appears that the majority of the literature supports the use of team- 
based case management programs and residential programs for the treatment of 
individuals with SMI. The individual-based case management program studies produced 
mixed results. While the specific reasons are not known why some programs are more 
effective than others, when the research is examined critically, it appears that the 
treatments that were the most effective utilized interventions that were aimed at 
increasing the clients' skills for independent living. These programs taught basic living 
skills, social skills, and vocational skills, included the clients and their families in 
developing the clients' individual program plans, took a team approach, and provided 24- 
hour availability to staff for clients if a crisis arose. Basically, what these programs did 
was teach clients the skills that most people learn as young adults, and since most 
individuals develop SMI as young adults, it would seem reasonable to assume that their 
independent living skills are not fully developed at the time of the onset of the disorder 
(Hodgins & Gaston. 1987). Thus, when a skills deficit is compounded by a very 
debilitating disorder, successful independent functioning is very unlikely even when 
psychotropic medications are taken regularly.
The Present Study
The present study examined a sample of 32 individuals diagnosed with serious 
mental illness. These individuals were assigned to either outpatient case management or
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less restrictive residential care after an earlier period of evaluation and psychiatric 
treatment. These assignments were semi-random and only partially related to client 
diagnosis, symptom severity, or level of psychosocial functioning as many other factors 
were involved in these assignments (e.g.. service availability). This quasi-experimental 
comparison of extended (eight-month) psychosocial functioning and stability among 
clients assigned to one of three alternative treatment modalities (individual-based 
outpatient case management: team-based outpatient case management: residential) was 
used to gauge the viability of less restrictive residential aftercare. This study serves as 
one of the first longitudinal studies of residential treatment on client functioning. 
Outcome variables included client level of functioning and symptomatology, quality of 
life, employment stability, satisfaction with services, and hospital recidivism. It was 
hypothesized that residential treatment would be associated with the most favorable 
outcomes, followed by team-based and individual-based outpatient case management. 
These anticipated findings were hypothesized to occur as a function of the independent 
living and continuity of support provided in residential care facilities.
CHAPTER II
METHOD
Participants
Thirty-two individuals with a diagnosis o f "serious mental illness" participated in 
the present study. Each participant was drawn from one of three treatment conditions. 
These three groups included a) individual-based case management services at NEHSC (n 
= 5. male = 4. b) team-based case management services at PHF (n = 18. male = 12). ore) 
supportive residential services at Harvest Homes (HH) (n = 9. male = 8). A diagnosis of 
serious mental illness included the diagnoses of Schizophrenia (n = 12). Schizoaffective 
Disorder (n = 11). Psychotic Disorder NOS (n = I ). Bipolar Disorder (n = l ). Obsessive 
Compulsive Disorder (n = 1). and Major Depressive Disorder (n = 6). based on the 
Diagnostic and Statistical Manual of Mental Disorders fourth edition (1994) (see Table 1 
for group frequencies). These diagnoses were included and labeled as "serious mental 
illnesses" as this was the classification that is used at the Human Service Agency 
(NEHSC. Grand Forks. ND) from which the sample was drawn.
Random assignments controlling for diagnosis, symptom severity, or level of 
adaptive functioning was not possible due to preexisting group membership. The risks of 
relapse posed by withholding continuous community treatment (Hoult & Reynolds. 1984) 
also mitigated against inclusion of a control group in the present design.
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Exclusion criteria tor this study included current alcohol and/or drug abuse, severe 
antisocial behavioral tendencies, and living with family members. An honoraria of five 
dollars per measurement period was offered to each participant. All participants, case 
managers/case assistants and/or guardians completed a consent form which described 
general details of the study (See Appendix).
Table 1. Primary Psychiatric Diagnosis Frequencies
NEHSC PHF HH
Diannosis n n n
Schizophrenia 0 7 5
Schizoaffective Disorder 1 9 1
Psychotic Disorder NOS 0 0 1
Major Depressive Disorder 4 1 1
Bipolar Disorder 0 l 0
Obsessive Compulsive Disorder 0 0 1
Independent Variables
The independent variables include time (i.e.. assessments at two-month intervals 
over an eight-month period) and treatment modality (i.e.. individual-based case 
management, team-based case management, and supportive residential treatment).
The individual-based case management program as provided by NEHSC consists 
of both a case manager and a multidisciplinary team. Each case manager maintains a
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caseload of up to 40 with the average number of clients per caseload being 32. A 
multidisciplinary team meets two times per week for staffing: however, final decisions 
regarding specific clients are made by the individual case managers. Treatment plans are 
developed one time per year with each client's input. Case managers perform five 
functions, which include assessment of client need, development of a comprehensive 
serv ice plan, arrangement of serv ices to be delivered, assessment of services that are 
delivered, and evaluation and follow-up. Some additional functions the case managers 
perform include being aware of the comprehensive needs of the clients, linking clients to 
services, and monitoring the services being provided. In addition, the case manager is 
also available for one-on-one time, crisis intervention and to assist clients with simple life 
activities and practical daily problems (e.g.. maintaining proper personal hygiene, 
preparing shopping lists, and providing transportation) as needed. All of the participants 
in the study received this type of treatment. However, the individual-based case 
management group received only this type of treatment and lived independently or with a 
roommate in the community. This group was typically higher functioning than both the 
PHF and HH groups.
The team-based case management services provided by PHF. which are 
contracted through NEHSC. include the previously described individual-based case 
management services as well as the services of a team of professionals and 
paraprofessionals (e.g.. case assistant, nurse, direct care workers, occupational therapists) 
through PHF. The role of a case assistant is much like that of a case manager as was 
previously described. An individual service plan is developed and reviewed yearly with
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the input of the client and his/her family. Depending on the needs of each client, this 
treatment approach could include but is not limited to medication monitoring, assistance 
with interpersonal problems and social problems, access to direct care staff, and a 
representative payee who manages the client's money. Additional interventions that are 
available from PHF are home visits, training in proper personal hygiene, and training in 
the utilization of community facilities (e.g.. grocery stores, transportation). Clients who 
received these serv ices lived independently or with a roommate in the community. These 
clients were typically lower functioning than those who only received services through 
NEHSC but higher functioning than clients who received serv ices through HH.
The supportive residential program (Harvest Homes, managed by PHF) is a 
residential facility which has the capacity of accommodating 12 clients, each renting 
his/her own one-bedroom apartment. These clients also receive the previously described 
individual-based and team-based case management services as well as the development of 
an individual service plan, which is reviewed yearly and involves the client and his/her 
family. This facility has 24-hour staffing and provides medication monitoring as well as 
distribution of medication as needed. Although independent functioning is the main 
objective, the length of stay varies depending on the needs of the individual clients, with 
clients who achieve independent functioning being referred to the individual-based and 
team-based case management programs. Harvest Homes has a 1:12 staff to client ratio, 
provides assistance to clients in obtaining community services and provides services such 
as those provided by team-based case management program to low-functioning clients in
a long-term fashion.
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Dependent Measures
The present study derived several dependent variables from the Global 
Assessment Scale (GAS: Endicott. Spitzer. Fleiss. & Cohen. 1976). the Multnomah 
Community Ability Scale (MCAS: Barker. Barron. McFarland. & Bigelow. 1994). the 
Perceived Quality of Life Questionnaire (PQLQ). the Service Provision Satisfaction 
Questionnaire (SPSQ). the Hospitalization Record (HR), and the Employment Record 
(ER) (See Appendix).
The GAS (Endicott et al.. 1976) is a global rating scale for evaluating overall 
functioning level through the measurement of psychiatric symptomatology on a 1 to 100 
point scale (See Appendix). The GAS was developed to measure overall functioning of 
individuals during a specific time period. As a result, the ratings should be based on 
symptoms manifested during the specified time period and should not be influenced by 
diagnosis, prognosis, or receipt of any type of treatment. Studies conducted by Endicott 
et ai. (1976) indicate that GAS ratings conducted by research interviewers as compared to 
client therapists or paraprofessionals were the most sensitive to change in client 
symptomatology. Information to complete the GAS can be obtained from a number of 
sources such as a direct interv iew with the client or another reliable informant or a review 
of a case record. Inter-rater reliability and standard error of measurement as well as 
concurrent validity have been found to be acceptable (Endicott et al.. 1976: Munoz.
1992). In addition, lower GAS ratings were found to be predictive of future hospital 
admissions (Endicott et al.. 1976).
The MCAS (Barker et al.. 1994) was developed to measure the lunctioning level
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of individuals with SMI in a community setting. It is comprised of 17 six-point Likert- 
like items and was designed to be completed by case managers (See Appendix). A raw 
sum is calculated as a total of item scores (ranging from 0 to 85) derived from the totals 
of the four subsections (interference with functioning, adjustment to living, social 
competence, and behavioral problems). Barker et al. (1994) found the inter-rater and test- 
retest reliability to be acceptable. In addition, this questionnaire was found by Barker et 
al. (1994) to be highly correlated with criterion variables such as length of psychiatric 
hospitalization and clinicians' global ratings of functioning. Finally, low scores were 
found to be predictive of subsequent state and local psychiatric hospital admissions.
The PQLQ was developed for this study (See Appendix). Boyer et al. (1995) 
suggested the use of the Quality of Life-Shortened Version Interview. Despite its 
development specifically for individuals with severe mental illness, completion time for 
this interview is approximately 45 minutes, which would be too extensive for both the 
participants and interviewer in this study. Therefore to increase compliance particularly 
from the participants, a short questionnaire was developed. Huxley (1998) indicated that 
quality of life is comprised of both objective and subjective components. The objective 
components include factors such as finances, employment, social relationships, and 
health. The subjective components include factors such as subjective well-being, 
satisfaction, general welfare, affect balance, and self-esteem. The objective components 
of quality of life are addressed in other questionnaires within this study as are the 
subjective components of satisfaction and affect balance: therefore, the subjective 
components of well-being, general welfare, and self-esteem were focused on in the
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questionnaire used in this study. The resulting questionnaire was a modification of a 
questionnaire that is currently being utilized at the NEHSC. A raw sum is calculated as a 
total of item scores (ranging from 13 to 39) with lower scores indicating more agreement 
with the questionnaire items. No assessment of this measure's reliability and validity was 
completed.
Demographic, treatment satisfaction, employment, and hospitalization 
questionnaires are currently being utilized at NEHSC. For the purposes of this study, 
they were minimally modified from their original format (See Appendix). The SPSQ was 
included as another measure of quality of life as suggested by Hoult and Reynolds 
(1984). A raw sum is calculated as a total of item scores (ranging from 15 to 45 ) with 
lower scores indicating more agreement with the questionnaire items. The ER was 
included as an additional measure of functioning. The number of hours worked during 
each recording period was tracked. The HR w as included as the number of days spent 
hospitalized since the last measurement period was tracked. Number of hospitalizations 
and the number of days spent hospitalized are both standard measures of outcome that are 
utilized w ithin this type of research.
A series of open-ended questions concerning aspects of the treatment that the 
participants were receiving at the time of the study were included to ascertain more fully 
participants' opinions regarding their treatment (See Appendix).
Procedure
The three groups (individual-based case: management, team-based case 
management, and supportive residential) received an initial assessment and were further
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assessed 2 months. 4 months. 6 months, and 8 months following the initial assessment as 
suggested by Hoult and Reynolds (1984) utilizing the previously described measures.
The questionnaires were completed conjointly by this author, a research assistant. 
NEHSC case managers. PHF case assistants, a HH case assistant, and each participant. 
Each of these individuals was provided with instruction on the appropriate manner in 
which to complete each questionnaire at each measurement period. The GAS was 
completed by this author with information gathered from the NEHSC case managers and 
the PHF and HH case assistants. The NEHSC case managers and the PHF and HH case 
assistants completed the MCAS. demographics questionnaire. ER. and HR. The 
demographics questionnaire was completed only during the initial assessment, whereas 
the MCAS. ER and HR were completed at each of the five assessment periods. Each 
participant completed the SPSQ and the PQLQ with the assistance of this author and a 
research assistant at each o f the five assessment, periods. The open-ended questions were 
presented to the participants only at the 8-month assessment period by this author or a
research assistant.
CHAPTER III
RESULTS
The original goal of the present study to examine twelve clients assigned to three 
different treatment conditions proved difficult to achieve. The NEHSC (individual-based 
case management) data collection process required the cooperation of human service 
agency case managers. Data from this sample was collected slowly from a sample of 
clients who arguably differed diagnostically from the PHF (team-based case 
management) and HH (residential care) groups. A decision was made to defer analysis of 
this small sample of primarily depressed clients and instead focus on the differences 
between residential and outpatient team-based case management. The intended Harvest 
Homes group was comprised of twelve residents in a single facility in Grand Forks. ND. 
Nine HH residents consented to participate and completed data collection at all five 
assessment times. The PHF team-based case management group was larger than 
originally intended but was also distinguished by the attrition of two clients at the two- 
month measurement period and one client at the four-month measurement period. The 
PHF (n = 18) group was ultimately used as the primary comparison group to assess the 
efficacy of the residential care provided by Harvest Homes (n = 9). Examination of Table 
1 suggests that clients in both groups are largely represented by schizophrenic spectrum 
disorders.
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Descriptive Statistics
PHF and HH participants did not differ significantly in age (M = 47. 1. SD = 10.8 
versus M = 48.4 . SD = 6 . 1). years of education (M = 12. 1. SD = 2.4 versus M = 10.8. SD 
= 1.9 ). or years of prior treatment (M = 10. 1. SD = 5.6 versus M = 13. 1. SD = 6 .0 ) 
respectively. Table 2 presents descriptive statistics for the GAS. MCAS. PQLQ. SPSQ. 
HR. and ER dependent measures at the five measurement periods and summary total. 
Table 2. Dependent Measures Scores Ov er Time as a Function of Treatment Group
Initial 2-month 4-month
Inventory Group M SD n M SD n M SD n
GAS PHF 55.61 10.04 18 59.56 9.03 16 60.80 9.49 15
HH 42.56 8.72 9 48.00 9.53 9 51.78 8.44 9
MCAS PHF 3.76 0.45 18 j*.84 0.47 16 3.93 0.39 15
HH 3.49 0.51 9 3.64 0.44 9 3.46 0.36 9
PQLQ PHF 1.39 0.41 18 1.40 0.39 16 1.37 0.40 15
HH 1.48 0.27 9 1.67 0.31 9 1.55 0.25 9
SPSQ PHF 1.35 0.50 18 1.32 0.33 16 1.39 0.38 15
HH 1.36 0.21 9 1.38 0.27 9 1.47 0.30 9
HR PHF 0.89 1.65 18 0 0 16 0 0 15
HH 0 0 9 0.22 0.67 9 0 0 9
ER PHF 3.72 8.39 18 4.13 9.39 16 4.80 9.62 15
HH 3.06 3.43 9 2.83 4.09 9 2.83 4.09 9
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Dependent Measures Scores Over Time as a Function of Treatment Group
6-month 8-month Total
Table 2 Continued
Inventory Group M SD n M SD n M SD n
GAS PHF 62.60 8.88 15 61.27 11.61 15 60.21 8.11 15
HH 50.67 11.85 9 56.11 6.51 9 49.82 7.91 9
MCAS PHF 3.92 0.38 15 3.77 0.48 15 3.86 0.41 15
HH 3.58 0.49 9 3.55 0.47 9 3.54 0.42 9
PQLQ PHF 1.32 0.40 15 1.41 0.41 15 1.37 0.35 15
HH 1.44 0.35 9 1.61 0.42 9 1.55 0.25 9
SPSQ PHF 1.25 0.32 15 1.34 0.36 15 1.31 0.30 15
HH 1.30 0.16 9 1.39 0.29 9 1.38 0.20 9
HR PHF 0.40 1.55 15 1.47 3.76 15 0.47 0.82 15
HH 0 0 9 0.22 0.67 9 0.09 0.18 9
ER PHF 4.00 8.19 15 7.27 11.36 15 4.99 9.06 15
HH 2.83 4.09 9 4.67 5.83 9 3.24 4.14 9
Table 3 provides information regarding the degree to which the six outcome 
measures at the initial measurement period in the present study were independent of one 
another. Initial GAS and MCAS measures of symptomatology and psychosocial 
adaptation, respectively were closely related. r(25) = .64. p < .001. Initial PQLQ (life 
satisfaction) scores were closely related to ER ( work hours) scores. r(25) = .40. p < .05.
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and HR (days of hospitalization) were closely related to ER (work hours) scores. r(25) = 
.41. p < .05. These isolated relationships seem predictable in a cluster of dependent 
measures which were otherwise characterized by a high degree of independence.
Table 3. Outcome Measures Correlations
Inventory 1 1 3 4 5 6
(n = 25)
1. GAS -
2. MCAS 0.64** -
3. PQLQ 0.09 0.3 -
4. SPSQ -0.05 -0.07 0.33 -
5. HR 0.08 -0.36 0.30 -0.17 -
6. ER 0.22 -0.12 0.40’ 0.11 0.41*
Note. < .05. **p < .001.
Analyses regarding the degree to which the GAS dependent measure at the initial 
measurement period was independent of the duration of treatment, age of participants, 
and education of participants were conducted. No correlations were found between these 
variables.
Group and Time Effects
A series of 2 x 5 .Analyses of Variance were conducted to examine the effects of 
the two treatment conditions on the six dependent measures over the eight-month
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recording period. The GAS analysis indicated a significant main effect for level of 
psychiatric symptomatology between the PHF and HH residents. F(l. 22) = 9.40. p =
.006 with HH residents (M = 49.82) exhibiting more psychiatric symptoms as compared 
to the PHF clients (M = 60.21). Significant treatment group main effects were not found 
for the MCAS. PQLQ. SPSQ. HR. or ER dependent measure scores.
A significant time effect was found for GAS scores. F(4. 88) = 7.74. p = .0001. 
which indicated that participants as a whole significantly improved their level of 
symptomatology over the course of the study. Specifically, a Profile Analysis showed 
significant improvement in level of symptomatology from the initial measurement period 
(M = 51.26) to two months (M = 55.4). F( 1. 22) = 13.97. p = .001. and again from two to 
four months (M = 57.42). F( 1. 22) = 6.81. p = .02. Mean GAS scores among all 
participants appeared to stabilize at six (M = 58.13) and eight (M = 59.33) month follow­
ups (see Table 4). Significant time main effects were not found for the MCAS. PQLQ. 
SPSQ. HR. or ER dependent measure scores. The time by treatment groups interactions 
were not significant for any o f the dependent measures in the present study including 
GAS. F(4. 88) -  1.77. p = . 14: MCAS. F(4. 88) = 1.68. p = . 16: PQLQ. F(4. 88) = .44. p 
= .78: SPSQ. F(4. 88) = .13. p = .97: HR. F(4. 88) = .91. p = .46: and ER. F(4. 88) = .19.
p = .94.
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Initial 2-month 4-month
Table 4. Combined Groups Time Effects
Inventory M SD n M SD n M SD n
GAS 51.26 11.34 27 55.40 10.64 25 57.42 9.97 24
MCAS 3.67 0.48 27 3.77 0.46 25 3.75 0.44 24
PQLQ 1.42 0.37 27 1.50 0.38 25 1.44 0.36 24
SPSQ 1.36 0.42 27 1.34 0.30 25 1.42 0.35 24
HR 0.26 1.35 27 0.08 0.40 25 0 0 24
ER 3.50 7.05 27 3.66 7.82 25 4.06 7.95 24
6-month 8-month
Inventory M SD n M SD n
GAS 58.13 11.48 24 59.33 10.16 24
MCAS 3.79 0.45 24 3.69 0.48 24
PQLQ 1.37 0.38 24 1.48 0.42 24
SPSQ 1.27 0.27 24 1.36 0.33 24
HR 0.25 1.22 24 1.00 3.02 24
ER 3.56 6.85 24 6.29 9.59 24
Power Analysis
The present analysis provided an opportunity to identify1 differences that may exist
in psychological adjustment between participants assigned to two different client
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management treatments. The absence of statist ically significant group differences on 
most of the dependent measures (averaged over all sessions) should not. however, be 
cited as evidence of equivalent treatment effects. The small sample size provided limited 
power to detect group differences even as high as .4 standard deviations in size for all of 
the dependent measures except the MCAS variable where the power was found to be 
0.50. The probability of a Type II error in regard to a conclusion of treatment 
equivalence on the MCAS would be about .50 for group effects of .8 standard deviations 
in magnitude. Thus, interpretive caution is warranted in concluding an absence of 
treatment effects on the basis of the present results.
Variability Analyses
The standard deviation over the five recording periods was calculated for each 
participant for each of the six dependent measures. Descriptive statistics on these 
variability estimates are presented in Table 5. Dependent measure variability over the 
five recording periods did not appear to differ as a function o f treatment group for the 
GAS. F( 1. 22) = .05. p = .83: MCAS. F( 1. 22) = l .93. p = • 18: PQLQ, F( 1. 22) = 3.06. E 
= .09: SPSQ. F( 1. 22) = 0.0. e = 0.96: HR. F( l . 22) = 1.84. p = . 19: and ER. F( 1. 22) = 
.24. e -  -63. variables. Thus, these six indices of psychological adjustment appeared 
equally stable over time for individuals in both the PHF and HH treatment conditions.
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Table 5. Variability Analyses
PHF HJd Total
Inventory M SD n M SD n M SD n
GAS 6.23 2.50 15 6.47 2.84 9 6.32 2.57 24
MCAS 0.14 0.09 15 0.19 0.08 9 0.16 0.09 24
PQLQ 0.15 0.14 15 0.24 0.04 9 0.18 0.12 24
SPSQ 0.14 0.12 15 0.14 0.09 9 0.14 0.11 24
HR 1.04 1.83 15 0.20 0.39 9 0.73 1.50 24
ER 1.72 3.48 15 1.12 1.36 9 1.49 2.84 24
Qualitative Analysis
A series of open-ended questions were asked of the PHF (n = 15) and HH (n = 7) 
participants to elicit their opinions regarding the treatment that they were receiving at the 
time of the study. When asked what they (n = 22) liked about NEHSC. 55% indicated 
that they liked the people who work there. 36% liked the help they received. 14% liked 
the services/activities. 9% liked interacting with other clients, and 9% had no opinion. 
Things that were disliked about NEHSC included rules and regulations (9%). crisis line 
(9%). service delay (5%). and activities (5%). The majority of participants (59%) could 
not identity- anything that they did not like about NEHSC. Participants indicated that 
they would like NEHSC to increase the amount of one-on-one time (18%).
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therapy/groups (14%). consideration of their goals/needs (14%), and vocational 
rehabilitation (9%). Forty-one percent could not identify anything that they would like 
NEHSC to increase. When asked what NEHSC could do less of 77% could not identify 
anything; however. 14% had specific complaints which included "groups." "prying." and 
"playing God." Things that were seen as in need of improvement included increased 
consideration o f clients' opinions/needs (23%). therapy and psychiatrists (9%). and 
activities (5%). The development of a talk line was also seen as a need (5%). Fifty-nine 
percent could not suggest improvements that could be made.
When asked what they (n = 22) liked about PHF. 73% stated that they liked the 
people who work there. 32% liked the activities. 27% liked their representative payee, 
and 18% liked the help they receive. In terms of their dislikes regarding PHF. 10% 
disliked its location. 5% disliked the activities, and 5% disliked the rules; however, the 
majority of participants (73%) could not identity anything they did not like. Twenty- 
three percent indicated that they would like PHF to do more activities. 5% would like 
more support groups. 5% would like more education regarding mental illness, and 5% 
would like more direct care workers. In addition. 14% stated that they would like more 
independence. One area identified specifically was financial independence. Most 
participants (77%) could not identify anything that PHF could decrease. However. 14% 
wanted less staff instruction regarding how to li ve their lives. 5% wanted less one-on-one 
time, and 5% wanted less staffing changes. Things that PHF could improve included 
respect for clients' decision-making (9%). vocational rehabilitation (5%). and one-on-one 
time (5%). Sixty-eight percent could not suggest improvements that PHF could make.
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These results suggest that the provision of one-on-one time was seen by some as 
beneficial, whereas others saw it as detrimental.
When the HH participants (n = 7) were asked what they liked about HH. they 
reported the 24-hour staff (43%). environment (29%). group meetings (14%). meal 
program (14%). and feeling of safety (14%). Things that were disliked included too 
much staff involvement in their lives (29%) and an uneven ratio of men to women 
residents (14%). Forty-three percent could not identify anything they disliked. HH 
participants reported that they would like HH to provide more activities (43%). be more 
friendly (14%). and explain treatment goals better (14%). Most participants (71%) could 
not identify anything that HH could decrease. However, less supervision and less 
checking of the smoke alarms were indicated by fourteen percent. Things that were seen 
as in need of improvement included increasing activities (29%). transportation (14%). 
and listening to clients' opinions (14%).
Chi square analysis showed a significant difference between the groups in their 
belief that their concems/needs were met when meeting with staff. X:(2. N = 22) = 7.53. 
E < .05. with the PHF group (n = 12) feeling that their needs were met more than the HH 
group (n = 3). Overall, most participants (68%) believed that when they met with staff 
that their concems/needs were met. Twenty-seven percent stated that their 
needs/concems were met the majority of the time but indicated that at times they feel that 
there is a lack of consideration for their opinions regarding their treatment and that 
sometimes there is a delay in their request/concem being fully addressed. No differences 
were found between the groups on the following open-ended questions. The majority of
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participants (n = 22) (73%) liked their living arrangements. A small percentage (18%) 
was generally satisfied with their living arrangements. Problems reported related to 
aesthetic qualities of the buildings in which they resided. Only five percent did not like 
their living arrangements citing space limitations. In terms of feeling that they have 
enough freedom to do the things that would like to do. 82% reported that they felt they 
had enough freedom. Those that did not feel like they had enough freedom stated that 
this was due to staff involvement (9%) and their own limitations (9%). Seventy-seven 
percent felt that they had enough privacy. Those that did not believe that they had 
enough privacy reported concerns with interagency communications regarding their 
treatment (9%). When asked if they would prefer more or less contact with staff. 41% 
stated that they would like more contact. 41% were satisfied with the amount of contact 
they receive, and 9% would like less contact.
CHAPTER IV
DISCUSSION
The present study was designed to assess the efficacy of residential care in the 
management of serious mental illness. This study is unique in that the present design 
provided an opportunity to examine mental health functioning of clients assigned to 
different treatment conditions over time. It was hypothesized that the HH residential 
program examined in this study would produce outcomes that were superior to those 
resulting from outpatient team-based case management. A selection of six measures of 
psychiatric functioning provided relatively independent assessments of client 
symptomatology, quality of life, level of psychosocial adjustment, treatment satisfaction, 
work success, and recidivism risk. The client characteristics of age. educational level, 
and years of treatment were found to be independent of the GAS dependent measure.
The variability of these six dependent measure scores over time did not differ as a 
function of treatment group which indicated that these dependent measures were equally 
stable over time for both treatment groups. Significant differences between the HH and 
PHF treatment groups were not found for any of the dependent measures except GAS 
w hich quantified the level of psychiatric symptomatology experienced by the 
participants. Specifically. HH clients were found to experience significantly higher levels 
of symptomatology than the PHF clients. When the groups were combined and analyses
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of time effects were conducted. level of psychiatric symptomatology was found to 
improve between the initial and 2-month recording periods as well as between the 2- 
month and 4-month recording periods with level of symptomatology appearing to 
stabilize throughout the remainder of the study period. This finding may have been due 
to the effects of repeated testing overtime. These findings do not provide support for the 
original research hypothesis. However, low power may have contributed to the lack, of 
significant findings. Despite this, both groups had low rates of hospitalization over the 
eight-month period.
Qualitative data that were collected indicated that overall the participants were 
satisfied with the treatment they were receiving. Specifically, when questioned regarding 
the treatment that they received at NEHSC. most participants could identify things that 
they liked (i.e.. the people who work there, the help they received, activities to participate 
in). Most could not identify anything they disliked about NEHSC. However, things that 
were identified as dislikes included such things as rules and regulations and service delay. 
Although most participants could not identify any areas that needed improvement or 
increased service provision, those that were reported included one-on-one time, 
therapv/groups. client goals/needs. vocational rehabilitation, and activities. When 
participants were questioned specifically regarding PHF. the majority of participants 
reported that they liked the staff. Additional likes included the activities, their 
representative payee, and the help they received. The majority of participants could not 
identify any dislikes they had regarding PHF. However, those that were identified 
included things such as its location and its rules. Most participants did not identify- any
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areas that needed improvement or increased service provision: however, more activities, 
psvchoeducation and one-on-one time, as well as increased financial independence were 
identified by a small number o f participants. When HH participants were asked what 
they liked about HH. they reported things such as the 24-hour staff, the environment, and 
a feeling of safety. Most HH residents could not identify anything they did not like about 
HH. However, a small percentage o f individuals reported too much staff involvement. 
Areas for improvement or increased service provision that were identified included 
increased activities and transportation as well as listening to clients' opinions. Overall, 
the majority of PHF and HH participants liked their living arrangements and felt that they 
had enough freedom and privacy. When asked if they would prefer more or less contact 
w ith staff, the majority w anted more contact or were satisfied with the amount of contact 
they received. Only a small percentage wanted less contact with staff. Lastly, the 
majority of participants felt that their needs/concems were being met the majority of time. 
However, more PHF participants reported this than did HFI participants. Those that had 
complaints identified lack of consideration for their opinions regarding their treatment 
and periodic delays in their requests/concems being fully addressed.
These results are consistent with other studies. Specifically, positive aspects of 
treatment that have been identified by other research include the help they received 
(Gerber & Prince. 1999: Hoult. Rosen. & Reynolds. 1984). their needs being met (Gerber 
& Prince. 1999). social activities, and 24-hour staff availability (Everett & Steven. 1989). 
In addition, retaining their freedom (Everett & Steven. 1989: Hoult. Rosen. & Reynolds. 
1984) and privacy (Everett & Steven. 1989) while receiving treatment have been found to
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be highly valued. Areas that have been identified as needing improvement include 
responding to participants' needs more frequently (Solomon & Draine. 1994) and 
consideration of participants' opinions (Gerber & Prince. 1999). As with the present 
study. Gerber and Prince (1999) found mixed results regarding satisfaction with the 
amount of one-on-one time that is provided. Some participants wanted more one-on-one 
time, and some were satisfied with the amount of one-on-one time they were currently 
receiving.
The present study contributes to a growing database demonstrating the efficacy of 
residential treatment care for individuals diagnosed with serious mental illness. There are 
many factors which influence the assignment of treatment services to individuals 
presenting for assistance at mental heath service centers around the nation, and the 
present design represents an uncontrolled quasi-experimental comparison of residential 
and team-based outpatient case management. Significant differences in initial scores or 
changes over time were not found between the two treatment groups on five of the six 
dependent measures. This occurred despite the significantly higher level of psychiatric 
symptoms observed among participants assigned to residential care. Residential care 
recipients seemed to show similar levels of quality of life, psychosocial adjustment, work 
success, hospital recidivism risk, and satisfaction with services as the team-based 
outpatients who were experiencing significantly lower levels of psychiatric 
symptomatology. However, the results of the present study should be interpreted with 
caution as the level of power w as found to be low on five of the six dependent measures 
resulting in the inflation of the probability o f a Type II error.
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There is a need for further examination of residential psychiatric care as a 
treatment modality. Currently only a limited amount of research has been conducted in 
this area. However, the majority of this research has produced positive results. 
Limitations in the current study (e.g.. lack of randomization, small sample size) have also 
proven to be problematic in other research efforts and may be difficult to remedy due to 
pre-existing groups. Despite this, continued research efforts in this area should persist, as 
it is likely that mental health treatment modalities will become increasingly accountable 
to provide evidence for the efficacy of their programs. Without documented support for 
the efficacy of mental health programs, the probability that funding would be decreased 
or eliminated would increase which would in turn likely have a negative effect on mental 
health consumers.
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Consent Form
Consent Form
You are invited to participate in a study investigating community-based residential 
treatment satisfaction of individuals with serious mental illness being conducted b\ Lori 
Shaleen. a graduate student working with the supervision o f Dr. Alan King o f the Department o f  
Psychology at UND. The general purpose o f the research is to help us better understand the 
satisfaction and response to community-based residential treatment o f individuals with serious 
mental illness. Should you choose to participate, a more complete explanation will be provided 
after you have finished the experiment.
In this experiment. >ou w ill be asked to complete a treatment satisfaction questionnaire 
and a quality o f life questionnaire. These questionnaires w ill take approximately ten minutes to 
complete. Lori Shaleen or a trained research assistant will assist you in completing these 
questionnaires. You will be asked to complete these questionnaires five times. There will be 
approximately two months separating each session. This study will occur over a 10 month 
period. Your case manager w ill complete forms that pertain to you the participant. These forms 
include a background information questionnaire, a hospitalization record, an employment record, 
a functioning level questionnaire, and a rating form regarding the symptoms that you are 
experiencing.
The benefits o f this experiment are long-range ones, because this research is intended to 
acquire know ledge about the positive and/or negative aspects o f community-based residential 
treatment. With the type o f  know ledge acquired in studies like this one. w e w ill be better able in 
the future to educate people on optimal community placements/treatment for individuals with 
serious mental illness. In appreciation for your participation in this study, we w ill be offering 
you a five dollar honorarium for each session.
You max experience mild distress by filling out the questionnaires. To minimize 
distress, the questionnaires are modifications o f questionnaires that are currently in use at the 
Northeast Human Service Center. Your treatment program will not be negatively effected as the 
mental health professionals within the agency(s) that are currently providing your services will 
not have access to your answers on the questionnaire. Any information about your performance 
in this study will be held confidential. Confidentiality will be maintained by a) assigning you a 
code number which will be on the consent form and all questionnaires so your name will not be 
used and your name will not be associated with the questionnaires, b) consent forms and 
questionnaires will be retained for 3 years following the completion o f  the study at which time 
the data will be destroyed, and c) storing the consent forms separately from your responses on 
questionnaires. Only trained personnel specifically associated with this study will have access to 
the information that is provided by you or your case manager. If distress is experienced at any 
time during this study, additional counseling will be available from your case manager or case 
assistant.
Your participation in this experiment is voluntary. If you decide to participate, you are 
free to withdraw xour consent and to discontinue your participation at any time during the study 
w ithout it being held against you. You should feel free to ask questions now or at any time 
during the study. If you have questions about this project, contact Lori Shaleen at 777-3536 or 
Dr. Alan King at 777-3644. Data and records created by this project are the property o f  the
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University and the investigator. You may request a summary o f the results o f  the study from 
Lori Shaken or Dr. King.
If you agree to participate in this research project, please sign and print your name 
below. Your signature indicates that you have read the information provided above and that you 
have decided to participate.
You are voluntarily making a decision whether or not to participate. Your signature 
indicates that you have decided to participate, having read the information provided above. You 
will be given a copy o f this consent form to keep.
Signature: _______________________________________  Date: ________
Name (please print): _____________________________________ Code#
Guardian or Case Manager/Case Assistant Signature: ________________
Date: _______________
Guardian or Case Manager/Case Assistant Name (please print): ______
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Symptomatology Level Rating Form
Global Assessment Scale (GAS)
Robert L. Spitzer. MD. Miriam Gibbon. MSW, Jean Endicott. PhD
Rate the subject's lowest level of functioning in the last week by selecting the lowest range which describes 
his, her functioning on hypothetical continuum of mental health-illness. For example, a subject whose 
"behavior is considerably influenced by delusions” (range 21-30) should be given a rating in that range 
even though s,he has "major impairment in several areas” (range 31-40). Use intermediary levels when 
appropriate (e.g.. 35. 58.63). Rate actual functioning independent of whether or not subject is receiving 
and may be helped by medication or some other form of treatment.
100 - No symptoms, superior functioning in a wide range of activities, life's problems never seem to get
4 1 out of hand, is sought out by others because of his/her warmth and integrity.
90 - Transient symptoms may occur, but good functioning in all areas, interested and involved in a 
wide range of activities, socially effective, generally satisfied with life.
8 1 "every day” worries that only occasionally get out of hand.
80 - Minimal symptoms may be present but no more than slight impairment in functioning, varying
7 1 degrees of "every day” w orries and problems that sometimes get out of hand.
70 - Some mild symptoms (e.g.. depressive mood and mild insomnia) OR some difficulty in several
areas of functioning, but generally functioning pretty well, has some meaningful interpersonal 
6 1 relationships and most untrained people would not consider him "sick".
60 - Moderate symptoms OR generally functioning with some difficulty (e.g.. few friends and flat 
affect, depressed mood, and pathological self-doubt, euphoric mood and pressure of speech.
51 moderately severe antisocial behavior).
50 - Any serious sy mptomatology or impairment in functioning that most clinicians would think 
obviously requires treatment or attention (e.g.. suicidal preoccupation or gesture, severe 
4 1 obsessional rituals, frequent anxiety attacks, serious antisocial behavior, compulsive drinking).
40 - Major impairment in several areas, such as work, family relations, judgment, thinking, or mood 
(e.g.. depressed woman avoids friends, neglects family, unable to do housework). OR some 
impairment in reality testing or communication (e.g.. speech is at times obscure, illogical, or 
3 1 irrelevant). OR single serious suicide attempt.
30 - Unable to function in almost all areas (e.g.. stays in bed all day). OR behavior is considerably
influenced by either delusions or hallucinations. OR serious impairment in communication (e.g..
21 sometimes incoherent or unresponsive) or judgment (e.g.. acts grossly inappropriately).
20 - Needs some supervision to prevent hurting self or others, or to maintain minimal personal
hygiene (e.g.. repeated suicide attempts, frequently violent, manic excitement, smears feces). OR 
11 gross impairment in communication (e.g.. largely incoherent or mute).
10 - Needs constant supervision for several days to prevent hurting self or others, or makes no attempt 
I to maintain minimal personal hygiene.
63
Functioning Level Questionnaire
Multnomah Community Ability Scale
INSTRUCTIONS This scale is intended for use with extremely mentally or emotionally disabled clients To complete the scale, 
the primary case manger should circle the appropriate number tor each question which corresponds with the client's current 
functioning, considering as useful the past 3 months except for section 4 • behavioral problem s, w hich should reflect the client’s 
current lesel o f  functioning, considering when useful the past year
Section One INTERFERENCE WITH FUNCTIONING 
This section pertains to those physical and psychiatric symptums 
that make life more difficult for your client Many o f these can be 
lessened with medications but others arc permanent. Regardless, 
rate your client as he. she functions with current medication regimen
I Physical Health How impaired is your client by his/her physical 
health status'' NOTE Impairment may be from chronic health 
problems and/or frequency and severity o f  acute illness
I Extreme health impairment 
3 Marked health impairment
3 Moderate health impairment
4 Slight health impairment
5 No health impairment 
' Don't know
3 Intellectual Functioning What is your client's level of general 
intellectual functioning' NOTE Low intellectual functioning 
may he due to a variety o f  reasons besides congenital mental 
deficiency e g .  organic damage due to chronic alcohol/drug 
abuse, dementia, trauma, etc It should, however, be distinguished 
from impaired cognitive processes due to psychotic symptoms, 
which arc covered in later questions Rale estimated IQ 
independent o f  psychotic symptums
I Extremely low intellectual functioning 
3 Moderately low intellectual functioning
3 Low intellectual functioning
4 Slightly low intellectual functioning
5 Normal or above level intellectual functioning _____  SUMMED SCORE FOR SECTION ONE
' D ontknow
3 thought Processes How impaired are your client's thought 
processes as evidenced by such symptoms as hallucinations, 
delusions, tangentiality. loose associations, response latencies, 
ambivalence, incoherence, e tc .' 1*3
1 Extremely impaired thought processes 4 Slightly impaired thought processes
3. Markedly impaired thought processes 5 No impairment, normal thought processes
3 Moderately impaired thought processes ’’ Don't know
4 Hood Abnormality flow abnormal is your client's 
mood as ev idenced by such symptoms as constricted 
mood, extreme mood swings, depression, rage, mania, 
etc. NOTE Abnormality in this area may include any 
o f the following range o f moods, level o f mood, 
and/or appropriateness o f mood.
1 Extremely abnormal mood
3 Markedly abnormal mood 
3. Moderately abnormal mood
4 Slightly abnormal mood
5 No impairment, normal mood 
’’ Don’t know
5 Response to Stress A Anxiety How impaired is 
your client by inappropriate and/or dysfunctional 
responses to stress and anxiety ’ NOTE impairment 
could be due to inappropriate responses to stressful 
events te g . extreme responses or no response to 
events that should be o f  concern) and/or difficulty 
in handling anxiety ns evidenced by agiiatiun. 
perseveration, inability to problem-solve. etc
I Extremely impaired response 
3. Markedly impaired response
3 Moderately impaired response
4 Slightly impaired response
5 Normal response 
’’ Don't know
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Section Two: ADJUSTMENT TO LIVING 
This section pertains to how sour client functions in 
his/her Jails life and how he. she has adapted to the 
Jisabilit> o f  mental illness. Rate behavior, nut potential.
6 Ability to Manage Money flow successfully docs 
Client manage his.her money and control expenditures ’
1 Almost never manages mone> successfully
2 Seldom manages money successfullv
3 Sometimes manages money successfully
4 Manages money successfully a fair amount o f  the time
5 Almost always manages money successfully 
1 Don't know
’ Independence in Daily Life How well does your client perform 
independently in day-to-day living ’ NOTE: Performance includes 
personal hygiene, dressing appropriately, obtaining regular 
nutrition, and housekeeping
1 Almost never performs independently
2 Often does nut perform independently
3 Sometimes performs independently
4 Often performs independently
5 Almost always performs independently 
' Don't know
X Acceptance at Illness How well does your client accept 
las opposed to deny) his.her disability ’ 
las opposed to deny I his.her disability’
I Almost never accepts disability 
3 Infrequently accepts disability
3 Sometimes accepts disability
4 Accepts disability a fair amount o f the time
5 Almost always accepts disability 
’ Don't know
_____  SUMMED SCORE FOR SECTION TWO
Section Three: SOCIAL COMPETENCE 
This section pertains to the capacity o f  your client to 
engage in appropriate interpersonal relations and 
culturally meaningful activ ity
4 Social Acceptability In general, what are people's 
reaction to the client
I. Very negative 3 Mixed, mildly negative to mildly positive 
3. Fairly negative 4 Fairly positive 5. Very positive '’
10 Social Interest How frequently docs your client 
initiate social contact or respond to others' initiation o f
social contact:
1 Very infrequently 4 Fairly frequently
2. Fairly infrequently 5 Very frequently
3 Occasionally Don't know
11 Social Effectiveness How clTective does s/he 
interact with others ' NOTE "Effectively'' refers to 
how successfully and appropriately the client behaves 
in social settings, i.e.. how well s/he minimizes 
interpersonal friction, meets personal needs, achieves 
personal goals in a socially appropriate manner, and 
behaves prosocially.
1 Very ineffectively 4 Effectively
2 Ineffectively 5 Very effectively
3 Mixed/dubious effectiveness h Don't know
12. Social network How extensive is the client's 
social support network? NOTE A support network 
may consist o f  family, friends, acquaintances, 
professionals, coworkers. socialization programs, etc 
NOTE How extensive the network is docs not depend 
on the social acceptability o f  the sources
I Very limited network
2. Limited network
3 Moderately extensive network
4 Extensive network
5 Very extensive network
' Don't knuw
13 Meaningful Activity How frequently is your 
client involved in meaningful activities that are 
satislying to him/her'1 NOTE: Meaningful activities 
might include arts and crafts, reading, going to a 
movie, etc
I Almost never involved
2. Seldom involved
3 Sometimes involved
4 Often involved
5 Almost always involved
■’ Don't know
_____  SUMMED SCORE FOR SECTION THREE
Don't know
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Section Four BEHAVIORAL PROBLEMS 
This section pertains 10 those beha\ iors that make it more 
difficult for >our client to integrate successful!) in the communit) 
or comp!) with h is her prescribed treatment. NOTE. Rate 
client's current behavior. considering as appropriate events during 
the past Ivor
14 Medication Compliance How frequently docs vour client 
complv w ith his. her prescribed medication regimen ’ NOTE 
This question does not relate to how much those medications 
help vour client
I Almost never complies 
3 Infrequent!) complies
3 Sometimes cumplies
4 Lsuallv complies
5 Almost always cumplies 
’ Don’t know
15 Cooperation uith Treatment Providers How 
frequent!) does vour client cooperate as demonstrated bv. 
for example, keeping appointments, complv mg with 
treatment plans, and following through on reasonable requests’’
1 \lm ost never cooperates
2 Infrequent!) cooperates
3 Sometimes cooperates
4 l  suallv coopcralcs
5 Almost always cooperates 
* Don’t know
11> llcohol Drue Ihiue How frcqucntlv does vour client 
abuse drugs and. or alcohol" NOTE " Abuse" means to use 
to the extent that it interferes w nh functioning. I*345
I Frequcmiv abuses
3 Otten abuses
3 Sometimes abuses
4 Infrequently abuses
5 Almost nev er abuses 
' Don’t know
17 Impulse Control How frequently does vour client 
exhibit episodes o f  extreme acting out" NOTE 
'Acting out" refers to such behav ior as temper 
outbursts, spending sprees, aggressive actions, suicidal 
gestures, inappropriate sexual acts, etc
I Frcqucntlv acts out 
2. Acts out fair!) often
3 Sometimes acts out
4 Infrequent!) acts out
5 Almost never acts out 
" Don't know
_____  Sl'MMED SCORE FOR SECTION FOUR
_____  TOTAL SCORE (SCSI SECTION SCORESl
>' Sela Barker and Nancy Barron
(Network Behavioral Healthcare. Inc and Multnomah
County Communit) and Family Services Divisionl
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Perceived Quality of Life Questionnaire 
Please indicate your agreement/disagreement with each of the following 
statements. If the question is about something you have not experienced, you need not 
respond.
A = Agree D = Disagree N = Neutral
_____ 1. I deal more effectively with daily problems.
____  2. I feel better about myself.
_____ 3. 1 am better able to control my life.
_____ 4. I do better in social situations.
_____ 5. I do better in school, work, or other regular daily activities.
_____ 6. 1 do better with my leisure time.
_____ 7. I am more satisfied with my housing situation.
_ _  8. My symptoms are not bothering me as much.
_____ 9. I have become more effective in getting what I need.
_____ 10. 1 can deal better with people and situations that used to be a problem for me.
_____ 11. I feel that I have a number of good qualities.
_____ 12. I am able to do things as well as most other people.
_____ 13. I take a positive attitude toward myself.
Quality o f Life Questionnaire
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Cover Sheet
Date _______________
Age __________
Sex __________
Ethnicity __________
1 = Caucasian 4 = American Indian
2 = African-American 5 = Asian
3 = Latino 6 = Other
Demographic Questionnaire
3 = Harv est Homes
Primary Diagnosis __________
Secondary Diagnosis ________
Year began treatment at NEHSC 
Representative Payee appointed
Type of insurance coverage ___
1 = Medicare
2 = Medicaid
2 = No coverage
Client ID Number _______________
Birth date __________
Education __________
Marital Status __________
1 = Single 3 = Separated
2 = Married 4 = Divorced
5 = Widowed
Service Provider_______________
1 = Northeast Human Service Center
2 = Prairie Harvest Foundation
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Employment Record
____ Client was not employed during this reporting period
Employment Questionnaire
Job Information Start Date End Date
Type of Placement Job Classification Reason for Job
Separation
(check one) (check one) (Check one)
____  Referred to VR ____ Food Service ____  New Job
_  Training Stabilization ____  Clerical ____  Quit
____  F Mended Services ____ Stock W ork ____ Fired
____  Working Independent^ ____ Maintenance ____ Job liliminated/La> Oil'
____ Bench Work ____ Reduced Hours
____  Volunteer ____  Other
____ Other
Hours/Wage Information
Hours per W e e k ______
Wage per Hour ______
Wage per Week ______
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Hospitalization Questionnaire
Hospitalization Record
____ Client had no hospitalizations during this reporting period
1st Admission
Admission Date __________
Discharge Date __________
____ State Hospital
____ Crisis Facility
____ Local Inpatient Facility
2nd Admission 
Admission Date 
Discharge Date
____ State Hospital
____ Crisis Facility
____ Local Inpatient Facility
3rd Admission
Admission Date __________
Discharge Date __________
State Hospital 
Crisis Facility 
Local Inpatient Facility
70
Service Provision Satisfaction Questionnaire 
Please indicate your agreement/disagreement with each of the following statements. If 
the question is about something you have not experienced, you need not respond.
Treatment Satisfaction Questionnaire
A = Agree D = Disagree N = Neutral
1. 1 liked the serv ices that I received.
2. I would recommend this agency to a friend or family member.
3. Staff returned my calls within 24 hours.
4. Services were available at times that were good for me.
5. I was able to get the services I thought I needed.
6. I was able to see a psychiatrist when I wanted to.
7. Staff here believe that I can grow, change, and recover.
8. I felt comfortable asking questions about my treatment and medication.
9. 1 felt free to complain.
10. Staff encouraged me to take responsibility for how I live my life.
11. I participated in setting my treatment goals.
12. Staff were sensitive to my cultural/ethnic background.
13. Staff helped me obtain the information I needed so that I could take 
charge of managing my illness.
14. 1 was encouraged to use consumer-run programs (support groups, 
drop-in centers, crisis phone line. etc.
15. The staff I worked with were competent and knowledgeable.
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Open-ended Questions
1. What are some things you like about (NEHSC. PHF. HHY? Why?
2. What are some things you do not like about (NEHSC. PHF. HH1? Why?
3. What could (NEHSC. PHF. HH) do more of?
4. What could (NEHSC. PHF. HH~) do less of?
5. What are some things (NEHSC. PHF. HH) could improve?
6. Do you like your current living arrangements? Why/whv not?
7. Do you feel like you have enough freedom to do the things you want to?
Whv/why not?
8. Do you feel like you have enough privacy? Whv/why not?
9. How many staff (e.g.. direct care workers, nurses, case managers, case assistants, 
psychiatrists, others) do you meet with per month?
10. Do you feel like you have enough contact with staff (e.g.. direct care workers, 
nurses, case managers, case assistants, psychiatrists, others)?
11. Would you prefer more or less contact with staff (e.g.. direct care workers, nurses, 
case managers, case assistants, psychiatrists, others)? Why?
12. Do you feel your needs/concems are met when you meet with staff (e.g.. direct 
care workers, nurses, case managers, case assistants, psychiatrists, others)? 
Whv/why not ?
Opinion Questionnaire
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